INTRODUCTION

L
arge stones in the prostatic cavity are uncommon, the usual varieties being those associated with chronic calculus prostatitis, or small multiple concretions corresponding to the corpora amylacea. Prostatic parenchymal calculi are usually incidental findings on a computed tomographic (CT) scan or transrectal ultrasound. They are typically asymptomatic and may be associated with benign prostatic hyperplasia, and prostatic cancer. [1] Primary prostatic urethral calculi are usually associated with urethral strictures, posterior urethral valve or diverticula. Acute urinary retention might result secondary to a large urethral calculus.
[2] While urinating, a patient with a urethral calculus might experience a sudden stop, and therefore, be unable to empty the bladder. [3] We report a case of a giant vesico-prostatic urethral stone causing sepsis and bladder outlet obstruction that was managed by open surgery, with a satisfactory outcome.
CASE REPORT
A 32-year-old male trader, referred from a peripheral hospital to our Emergency Department, presented with difficulty in passing urine since childhood, characterized by irritative and obstructive lower urinary tract symptoms. Occasionally there was associated pain on micturition with painful initial hematuria and urethral discharge. There was a history of recurrent urinary tract infection, but no history of passage of stone in the urine. He developed an inability to pass urine, necessitating presentation to the referring hospital, where urethral catheterization was attempted, but failed, and he subsequently had vesical exploration and a huge vesical stone was removed. He developed leakage of urine from the operating wound, necessitating referral. A Physical Examination revealed a febrile (38˚C) young man. with a transverse suprapubic scar and a midline vesicocutaneous fistula, discharging turbid urine. Digital rectal examination revealed a huge stony hard mass in the region of the prostate, with smooth overlying rectal mucosa. A diagnosis of bladder outlet obstruction secondary to posterior urethral valves (PUV), with a prostatic urethral calculus was made.
A plain X-ray of the kidney, ureter, and bladder (KUB), showed a huge stone in the region of the prostatic urethra [ Figure 1 ] and an abdominal ultrasound and urography showed bilateral hydronephrosis and a prostatic urethral stone. The urine culture grew Escherichia coli, which was treated based on sensitivity. The serum biochemistry was normal and a complete blood count revealed anemia and leucocytosis.
He was resuscitated with intravenous fluids and antibiotics
CaSE rEport and the urine was diverted by suprapubic cystostomy. He later had transvesical prostate-urethrolithotomy facilitated by bladder neck incision, with the stone being manipulated bimanually, until it was delivered into the bladder, removed, and sent for analysis .The prostatic urethral stone in this patient was 7.0 cm × 6.5 cm × 6.0 cm and irregular shaped [ Figure 2 ], while the bladder extension was round and 8.2 cm in diameter. The bladder neck was reconstructed and a urethral catheter left in-situ. Urethrocystoscopy was done and the valves were not visualized. A micturating cystourethrogram, (MCUG) done three weeks after the surgery revealed a huge cavity in the prostatic urethra, with vesicoureteric reflux. Subsequently the patient was able to void satisfactorily.
DISCUSSION
Urethral calculi are generally classified as native (those formed de novo in the urethra) or migratory (those formed in the bladder or kidney with secondary descent).
[2] Young divides the first type into four groups: [3] Group I. Prostatic calculi associated with prostatitis Group II. Prostatic calculi associated with hypertrophy of the gland Group III. Prostatic calculi that simulate carcinoma Group IV. Calculi in both the prostatic urethra and the urinary tract Swift Joly in his description of the stones lodged in the posterior urethra mentions three different conditions, which come under this heading, and distinguishes them as follows: [4] a) Vesicourethral stones: These stones lie partly in the posterior urethra and partly in the bladder, and therefore lie astride the internal sphincter, the muscle that usually causes a constriction, clearly visible on the calculus. b) Urethral stones: These stones are localized to the urethra. c) Urethro-prostatic stones: These stones lie partly in the pre-formed cavity in the prostate gland.
The stone in this patient is vesicourethral (Young type IV, Jolly type a) De novo urethral stones are generally composed of magnesium ammonium phosphate (struvite). [5] In contrast, migratory stones are often composed of calcium phosphate or calcium oxalate. The composition of the stone in our patient is magnesium ammonium phosphate. The possible etiological factors can be urethral stricture, stasis, or stagnation, with urinary infection, foreign bodies, debris, bladder neck obstruction, idiopathic factors, lithogenic diathesis, and schistisomiasis. [6] Less than 20 cases of giant prostatic urethral calculi have been reported in the English literature. They occur more frequently in younger men, unlike microscopic prostatic calculi, which are usually seen in men older than 50 years of age. [7, 8] This is the first case in our center and probably the largest giant collar-stud prostatic urethral calculus in English literature.
The main symptoms were acute urinary retention, frequency, burning sensation in the urethra on urination, burning sensation in the perineum and/or rectum, or stinging in the anus. Other less frequent symptoms were hematuria, dribbling or incontinence, interruption of the urinary stream, and a history of having passed a stone. [9] Potential complications included bleeding, incontinence, impotence, and stricture formation.
[2] This patient presented with lower urinary tract symptoms, which cumulated in acute urinary retention.
Treatment was influenced by the size, shape, and the position of the calculus and status of the urethra. The stone in this patient was treated by open transvesical prostatolithotomy, bladder neck incision, and bladder neck reconstruction. The patient had good urinary stream and no retrograde ejaculation. Other methods of management of the giant prostatic calculus included radical prostatectomy, open retropubic prostatolithotomy and endoscopic lithotripsy. [9] This case was reported because of the size and the collarstud nature of the stone. Giant urethral calculi should be treated with open surgery.
